ardiac arrest during cardiac catheterization is uncommon, and fatal arrest is rare. In the coronary artery surgery study (CASS),' which includes 7,553 patients, the mortality rate of coronary arteriography was 0.2 percent. In the past Ll years, we have studied at necropsy 12 patients with severe angina pectoris who died during or shortly after coronary angiography. Ten of the 12 patients were described elsewherez and in a recent one-month period, an additional two patients with unstable angina and fatal cardiac arrest during cardiac catheterization were studied at necropsy. Because the necropsy findings in patients with angina pectoris and fatal cardiac arrest in the peri-cardiac catheterization period are predictable, yet poorly recognized, a brief description of the latter two patients appears justified. 
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ardiac arrest during cardiac catheterization is uncommon, and fatal arrest is rare. In the coronary artery surgery study (CASS),' which includes 7,553 patients, the mortality rate of coronary arteriography was 0.2 percent. In the past Ll years, we have studied at necropsy 12 patients with severe angina pectoris who died during or shortly after coronary angiography. Ten of the 12 patients were described elsewherez and in a recent one-month period, an additional two patients with unstable angina and fatal cardiac arrest during cardiac catheterization were studied at necropsy. Because the necropsy findings in patients with angina pectoris and fatal cardiac arrest in the peri-cardiac catheterization period are predictable, yet poorly recognized, a brief description of the latter two patients appears justified. S e~e r a l ,~ but not all,' investigators have suggested that patients with, compared with those without, severe narrowing of the LM coronary artery, are at greater risk of dying during cardiac catheterization. Many reports, howe~er,',~ suggest that catheterization of patients with unstable angina pectoris is no more hazardous than in patients with stable symptoms. Both of our patients had unstable angina and neither had evidence of acute myocardial infarction immediately before catheterization.
Clinical and necropsy findings in our two patients confirm previous morphologic observation in patients having fatal cardiac arrest during or shortly after cardiac catheterization b r angina.' Of our ten patients previously examined at necropsy, nine had narrowing of the LM>75 percent in XSA (by atherosclerotic plaque in seven, and by thromboembolic material superimposed on plaque in two). In addition, at least three of four major epicardial coronary arteries were narrowed 76-100 percent in XSA in all ten patients. Severe narrowing of the LM coronary artery is often indicative of severe narrowing of the right, left anterior descending and left circumflex coronary arteries. Of35 necropsy patients with htal coronary heart disease and narrowing 76-100 percent in XSA of the LM coronary artery previously reported from our laboratory, 94 percent also had similar narrowing of the right, left anterior descending and left circumflex coronary arteries. ' In patients with angina pectoris suffering cardiac arrest during cardiac catheterization with successful resuscitation (Fig 2) , the amount of narrowing of each of the four major coronary arteries has not been described. In contrast, ofpatients having cardiac arrest during cardiac catheterization and unsuccessful resuscitation, the previous study from this laboratory2 and the present one, strongly suggest that the LM and all three other major coronary arteries will be narrowed 76-100 percent in XSA. Therefore, in patients with angina pectoris who cannot be resuscitated from cardiac arrest during cardiac catheterization, emergency aortocoronary bypass grafting, if performed, should include insertion of conduits to all three major coronary arterial systems because this event is usually a marker of severe quadruple vessel disease. 
